On responsibilities and navel gazing: A reply to Chambaere et al.
In a letter to the editor, Chambaere et al. criticise the European Association for Palliative Care (EAPC) white paper on euthanasia and physician-assisted suicide that it 'completely avoids the most pervasive questions for palliative care'. They claim that 'what palliative care professionals are in fact wondering is how palliative care could position itself in a scenario of legalised assisted dying'. Therefore, the EAPC white paper should better have studied the experiences of palliative care organisations within jurisdictions in which euthanasia is legalised. Instead, it now reiterates a 'navel gazing framework' based on 'norm setting by majority vote of authoritative "representatives"'. 1 We completely agree that we can learn a lot from studying the experiences of palliative care professionals (or even more important: patients and relatives) in countries where euthanasia is legalised. The goal and function of a white paper, however, is a different one. The EAPC has collective members from 56 national associations in 32 European countries. Only three of these countries have a jurisdiction in which euthanasia is legalised. Working on the white paper, we experienced fierce criticisms on the jurisdiction in The Netherlands, Belgium and Luxembourg from members living in Southern and Eastern Europe. In the white paper, we aimed for a balanced representation of all European viewpoints and voices. The navel we have been gazing at is bigger than Belgium.
Chambaere's interest in researching the experiences of countries where euthanasia is legalised is driven by a consequentialist moral stance ('this dimension of practical implications') that we do not share. If it is true that palliative care professionals in countries where euthanasia is legalised have good experiences with integrating euthanasia in palliative care, from there it does not follow that euthanasia is morally good.
As a European association, the EAPC is also a moral community inspired by palliative care philosophy, expressed in norms and values, that shapes clinical practice and has an impact on socio-cultural and political developments. The fact that the European consensus position formulated in the EAPC white paper does not concord with the Belgian developments, therefore, does not compromise the EAPC position, but rather challenges the developments in Belgium. The EAPC, however, does not judge clinical decisions on a local level. It respects cultural diversity and professional autonomy.
On an individual basis, patients deserve our respect and understanding in situations of misery and despair. For the society, EAPC advocates for an environment that is based on care and compassion and is affirmative of life.
On the other hand, we agree that empirical research is important to understand cultural developments. And precisely here, more work needs to be done in Belgium. In Belgium, there is, for example, yet no explanation for the vast difference between what is going on in Flanders and Wallonia. The number of registered euthanasia cases has increased predominantly in the Flemish part of the country, with 1454 cases (80%) in Flanders and only 353 cases in Wallonia. 2 Little information is available on attitudes and practices in Wallonia compared to the great output of papers from Flanders, even though both regions have exactly the same legislation. Recent trends such as accepting suffering induced by psychiatric illness or the experience of being 'tired of life' have been criticised. 3, 4 It would be interesting to explore the practices and the underlying attitudes and values to gain knowledge about the different ways to react. Doing research like this, however, is something different from writing a European consensus paper. The responsibilities of researchers and European associations should not be confused.
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